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issued in 1993. Orr and colleagues (1992) also have developed transportation of critically ill children. In the second situatioi may be made to other programs or services in the same inst services in community hospitals more appropriate or convenii particular patient, or to rehabilitation services outside the acute c Facilities that care for few seriously ill children face special For them, practice scenarios allow ED and inpatient staff to themselves with the specifics of pediatric care and to test their r follow existing protocols (Reder, 1991).
Personnel in Outpatient Settings
Pediatric emergencies are also encountered in outpatient st providers in those settings must be able to ensure adequate in Training (e.g., in PALS or APLS) and equipment need to be ;u by office preparation (Luclwig and Selbst, 1990). These settings tations like those noted above for other locations. In a study ir ington, D.C., area, only 50 percent of the pediatric practices su formal plans for managing emergencies in the office and only had some member of the staff certified in advanced cardiac 1 (Altieri et al., 1990). Other studies of pediatricians and family p have found that no more than half routinely used ambulances to children in their offices to the ED (Baker and Ludwig, 1991; £ al., 1991). The findings for life-threatening illnesses are strik'n cent of children with cpiglottilis and 70 percent of patients witr were transported from the physician's office by private autom than by EMS vehicles (Baker and Ludwig, 1991). To address 1 lions of these and other factors involving outpatient settings, the A has produced a manual containing recommendations about pr physician office for emergency settings and about the relations the primary care provider, the family, and the EMS system.
Comment
As noted, this committee elected not to develop or endorse set of guidelines or protocols for equipment, personnel, suppli elements of parts of an EMS system. In the committee's view, i protocols are available to national, state, regional, and local or adopting, monitoring, or enforcing conformance with such g regarded as a responsibility of those entities. This committee d stance, however, that adopting and implementing some authoril cols is crucial to the successful incorporation of EMS-C into b systems throughout the nation and, ultimately more importanes in enabling clinicians and providers to make appropriate decisions in two situations: responding to immediate crisis and deciding when and where to refer patients for other or later care. In the first situation, transfer protocols can be important when the facility cannot provide the needed care. The AAP (1986) adopted guidelines for the transport of children in 1986; revised guidelines are expected to bes that see relatively few children should triage all infants less than six months old to the highest priority category.
